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ful for patients/clients with different levels of functional ability. Physical therapist students, with faculty guidance, explore patient/client problems, co-morbidities, and intervention strategies leading to future interventions and treatment goals through a debriefing meeting at the end of each session. At the end of each course, a group debriefing is completed to assess the method of teaching. Outcomes. Topics assessed in the group debriefing include: (1) ICE strengths and challenges, (2) individual task strengths and challenges, (3) suggested course/ curriculum changes, (4) benefits and challenges working with wellness and previous patients/clients, and (5) guided reflection of what was learned during the pro bono experience. Discussion and Conclusion. The ICE advances entry-level physical therapist student clinical exposure, provides students the opportunity to advocate for health and wellness in a pro bono service-learning setting, and promotes 1-on-1 patient/client care, which will increase the physical therapist student's ability to modify plans of care. This method model describes a developed and implemented ICE for an entry-level physical therapist education curriculum. Based upon the student and faculty experiences implementing and assessing the ICE model within Clarke University's physical therapist education program, the authors encourage similar education programs to consider developing an integrated clinical experience within their curricula as a means to provide early exposure to advocacy for patients/ clients in a planned experience. This allows for early practice, development, and assessment of affective, psychomotor, and cognitive skills in a supervised setting to prepare for external clinical education experiences and future clinical practice.
Background and Purpose.
Integrating skills learned in the classroom into the clinical setting can be challenging. An integrated clinical experience (ICE) is an active-learning method allowing early interactions between physical therapist students and patients/clients. The purpose of this paper is to describe an ICE model that includes peer mentoring, service learning, and pro bono components. Method/Model Description and Evaluation. The ICE consists of 3 courses offered in successive semesters. Peer mentoring occurs during the first and third semesters. All sessions are supervised by faculty. Students work 1-on-1 with patients/clients who commit to participating throughout the entire semester. An examination and individualized plan of care is completed for each patient/client. Students are challenged to provide interventions that are practical and meaning-
BACKGROUND AND PURPOSE
Approximately one third of the typical physical therapist curriculum in the United States is composed of clinical education. 1 During full-time clinical education, experienced, licensed physical therapists serve as clinical instructors (CIs) for physical therapists students. A variety of models are employed in clinical education, including the 1:1 student/ CI model, the 2:1 student/CI model, 3-4:1 student/CI model, and the integrated clinical experience (ICE) model, which may include as many as 8-10 students per faculty CI. [2] [3] [4] [5] The purpose of this paper is to describe and evaluate the ICE model utilized in the Doctor of Physical Therapy (DPT) program at Clarke University. This ICE model also includes peer mentoring, service learning, and pro bono components. The ICE model described in this paper is a clinical experience that is guided and supervised by core faculty members with specific learning objectives for a wellness program.
This ICE is a series of courses during the didactic portion of the curriculum in which students work with patients/clients in a wellness setting apart from regular full-time clinical education internships. Early exposure to authentic patients/clients allows students to practice newly learned skills on individuals who have real impairments. 6 In a recent study, 6 new graduates and clinical instructors advocated for physical therapist students to have early exposure to patients/clients in an ICE model supervised by faculty members prior to the first, full-time clinical internship. An ICE model allows for students to build clinical decision-making and psychomotor skills while addressing principles from the American Physical Therapy Association's (APTA's) Code of Ethics. 7 Recent studies have linked pro bono clinics, service learning, mentoring, learning activity methods, and curriculum modeling to the ability to integrate lifelong learning and meeting the health needs of individuals, both expected behaviors described in principles 6 and 8 of APTA's Code of Ethics. [7] [8] [9] [10] [11] Utilization of an ICE model allows faculty members to supervise students and observe carryover of skills taught in the classroom to the clinic. With regard to connecting classroom education and clinical education, Cook and Cusick contend that concern exists "with the lack of integration of knowledge and skills between clinic and the classroom. " 12(p81) Other studies 13, 14 propose that first-year students may be anxious about assuming the role of clinician during their first internship. Some students who perform well in an academic setting struggle with performance in a clinical setting. 15, 16 High levels of anxiety, inappropriate interactions with colleagues, and inappropriate nonverbal behaviors have been cited as sources of performance problems within the clinical setting. 15, 16 A study completed by Hayes and colleagues 16 revealed that poor professionalism and communication skills in the clinic were viewed as personally unacceptable by CIs. This study indicated that CIs were less likely to address problematic affective behaviors with students compared to problematic cognitive or psychomotor skills. 16 Few CIs in this study recommended remediation or extended clinical experiences because the CIs participating believed that the behaviors did not affect students' competence. 16 Another study 17 suggested that CIs may be hesitant to address students' inappropriate behaviors because of fear of legal repercussion if they recommend failure of the internship experience. This is detrimental to both the education program and the student because interpersonal skills are as critical in learning and performance in the clinic as cognitive and psychomotor skills, affecting overall competence.
Faculty members in health care professional programs are challenged to teach cognitive, psychomotor, and affective domain skills. Teaching affective domain skills can be especially challenging in the classroom.
Various approaches to such instruction are being taken across disciplines: interview workshops, 18 problem-based learning, 19 role play, 20, 21 lectures, 20, 21 peer mentoring, 22 simulated or standardized patients, 23, 24 interdisciplinary clinical education hospital wards, 25 and interactions with real patients in the classroom and in early clinical experiences. 4, 21, 22 These experiential methods can be used to improve confidence in communication, interpersonal, and professional skills. The ICE model allows for faculty to intervene if problems exist in the cognitive, psychomotor, or affective domains of learning prior to the external clinical internship.
One component of the ICE model at Clarke University includes peer mentoring. Peer mentoring has been incorporated into the clinical experience to help mentors develop confidence, teaching, and supervisory skills, and to help novices with their first hands-on clinical experience. Peer mentoring allows more experienced students to serve as a CI to the novice learner. In order to be effective in facilitating development of skills appropriate to the clinical level, CIs must exhibit good interpersonal, professional, communication, and teaching skills. [26] [27] [28] Clinical instructors are recognized as important players in the development of physical therapist students. 26, 29 Kaufman suggested that professional behaviors can be taught through a variety of techniques, including "explicit instruction, role modeling, mentoring, guided reflection, and individual advising. " 30(p42) Many CIs have no formal training; however, APTA endorses a voluntary program-the Clinical Instructor Education and Credentialing Program (CIECP)-for the instruction of CIs. 31, 32 Enrollment in this course requires payment of a fee and it is not currently required for physical therapists who serve as CIs. 31 The ICE allows students to learn skills used by clinical instructors such as serving as a role model, providing feedback, evaluating student knowledge and performance through the use of the Clinical Performance Instrument (CPI), 33 and managing challenging situations.
According to Yates et al, "mentors assist the neophyte in learning about the profession, and in dealing with the realities of the workplace and the political scene. " 13(p409) The authors proposed that peer mentoring allows neophytes to feel more at ease in asking questions and more actively involved in problem solving because the neophyte more closely resembles the mentor than the faculty member in knowledge and status. Neophytes reported reduced levels of anxiety after peer mentorship prior to their first full-time internships. Baxter and Gray reported that utilizing the peer mentoring model allows for students to "observe each other, record client responses . . . and share planning and therapy. " 34(p398) Student nurses involved in peer mentoring found that shared learning, shared caring, reciprocity, commitment to each other's personal and professional growth, and friendship were characteristic of the program. 35 Another study 36 reported that a corollary benefit of the mentoring cycle is the development of professionalism in the neophyte.
Service Learning, Pro Bono Services, and Experiential Learning
Service learning and providing pro bono services are other important components of this ICE. Village and colleagues define service learning as "an approach to education in which relevant community service experiences are integrated with academic course learning and that requires formal student reflection. " 37(p24) The authors further reported that 57.1% of educators who responded to their survey utilize pro bono services in their physical therapist professional education programs. 37 Service learning can be integrated into 1 course or multiple courses across the curriculum. 8, 9, 38 Service learning has gained popularity in higher education, as it allows for students to be exposed to the evolving needs of society while also engaging the students in disciplinespecific activities that are meaningful to students and members of the community. 37, 39, 40 Other skills that may be developed in service learning include interpersonal skills, effective communication, and social integration within the cohort and the profession. Corollary benefits to service learning include students developing personal relationships with clients/patients, peer mentors, and faculty; students having a sense of satisfaction in knowing that they have done something for the greater good of society; and enhancing students' confidence in client/patient care skills. 37, 39, 40 In health care education, one option for service learning is providing pro bono services. Students are able to consider the impact on the community they are serving and reflect on the services they provide. In this ICE program, some of the clients/patients referred are from local physical therapy clinics. Many of these referrals are for clients/patients who are uninsured or have exhausted insurance benefits but would still benefit from physical therapy services. This program meets the needs of these clients/patients while students further develop client/patient care skills. Students implement skills learned in coursework to underserved populations in this ICE model. 8, 9, 41 Experiential or active learning has been supported in the educational literature as a way for students to integrate previously acquired knowledge and transfer that knowledge to new situations. [43] [44] [45] [46] [47] [48] Kolb 43 built on the work of Dewey 44 with the development of the experiential learning cycle which consists of 4 stages: concrete experience, reflective observation, abstract conceptualization, and active experimentation. 43, 45, 46 In physical therapist program curricula, Sellheim 47 found that students have ample opportunity for abstract conceptualization and active experimentation. There were fewer opportunities for concrete experience and reflective observation. By integrating an ICE model into the curriculum, learning is optimized when the learner is engaged and motivated by the concrete experience and is able to reflect on the experience. Knowles 48 expanded on active learning in adults and found that adult learners attach more meaning to experiential learning than to passive learning and prefer real-life tasks which they can draw upon for future learning. By integrating an ICE model into the curriculum, learning is optimized when the learner is engaged and motivated by the concrete experience and is able to reflect on the experience. Learners not only have the ability to grow in clinical skills, but by taking on the role of peer mentor they also develop characteristics of a CI.
The primary reason for development of the ICE model was to encourage early exposure to patients/clients, allowing students to actively learn and apply the skills from the classroom. When developing this program within the curriculum, the faculty recognized that there were many underserved patients/ clients in the community who could benefit from pro bono care. There are multiple benefits to students and the community for incorporating service learning and pro bono care into the curriculum. 8, 9, 38 Students are able to further develop and practice skills in the 3 domains most commonly associated with physical therapist education: cognitive, psychomotor, and affective. 42 Through the peer mentoring process, students practice CI skills, including a better understanding of the evaluation process of students. Patients/ clients who are uninsured or underinsured are able to receive physical therapy services at no cost, while providing authentic practice for students.
METHOD/MODEL DESCRIPTION AND EVALUATION
The ICE sequence consists of 3 one-credit hour integrated clinical education experiences offered in successive semesters. The experiences are scheduled for 2 hours, twice weekly. In these experiences, patients/clients participate in wellness activities where DPT students are the primary providers of services. Patients/clients referred from the local dialysis center and community health clinic come to the university campus and utilize exercise facilities, which include an indoor walking track. Other patients/clients are referred from physical therapy clinics once they are ready for a wellness component or if they have pro bono needs beyond health insurance coverage. Elderly patients/clients from retirement homes for religious congregations, senior living centers, community wellness centers, or long-term care centers participate in studentdirected wellness services at their respective facilities. Each patient/client must have medical clearance to participate and sign a consent form. All services are provided pro bono as part of the service-learning component of the curriculum. Physical therapist students are divided into groups and alternate between 2 different settings. Each student is paired with 2-4 patients/clients weekly. The student/client pairs remain the same throughout the duration of the semester. The students are paired with new patients/clients each subsequent semester that they participate in the program.
In addition to being supervised on site by department faculty who are licensed physical therapists, students participate in a peer mentoring cycle, initially as first-year novice learners and then as second-year mentors for novice learners. Both mentors and supervising faculty are able to provide feedback regarding utilization of clinical skills. Faculty can gauge performance to determine if particular skills need additional follow-up in coursework. In the ICE model, faculty members are able to identify deficits in students' performance across all domains. Supervising faculty and student mentors use the Generic Abilities 49 and the CPI 33 to assess novice students at midterm and again at the end of the semester. Evidence-based practice for therapeutic interventions is an ongoing portion of the didactic curriculum; students are expected to apply these skills and evidence when they select therapeutic interventions during the ICE. Students must justify interventions by presenting current evidence in debriefing sessions completed immediately after each patient/client encounter. Students and faculty discuss the outcomes of the day's interventions, propose alternatives for interventions, and comment on patient/client progress based on goals set in the initial assessment. Peers and faculty also engage in lively exchange during the debriefings that explores patient problems and intervention strategies leading to future interventions and treatment goals. If plan of care revisions are necessary, students must revisit the evidence for these revisions.
Furthermore, during debriefing time, instructors pose open-ended questions to evoke critical thinking and reflection on the concrete experience which closes the loop on Kolb's experiential learning cycle. 43 This process assists students in developing effective communication techniques with family members, social workers, nurses, physicians, and other professional colleagues. Students are also challenged to provide interventions that generate patient/client interest and are valued by patients/clients who are relatively high-functioning individuals. With some patients/clients, progress may be slowed by comorbidities. Throughout the semester, students are expected to establish individualized home exercise programs for each patient/client. This program is to be continued after discharge at home or at a local fitness facility, with the intention to maintain or improve fitness gained during the ICE.
Most patients/clients involved in the wellness aspect of the program return for multiple semesters to optimize their health and wellbeing. One patient/client was referred to the ICE program from the dialysis center for conditioning prior to a kidney transplant. At the time of the referral, the patient/client was not eligible for the transplant based on physical fitness level. Through conditioning provided by the students in the ICE program, the patient/client was able to successfully undergo a kidney transplant. This patient/client continues to participate in the ICE program and encourages other dialysis patients to join the ICE program. This program continues to have a waiting list of individuals who are interested in participating.
ICE Logistics
As previously mentioned, the ICE sequence consists of 3 consecutive semesters. ICE I and III include peer-mentoring components. The focus of each semester is described in the following section. Integrated Clinical Experience I (ICE I). Integrated Clinical Experience I occurs in the spring semester of the first year. Students are divided into 4 groups and assigned a peer mentor from the ICE III cohort to serve as a mock clinical instructor during the orientation phase. The ICE I students develop individual clinical education goals for the semester and meet with their peer mentor to plan for the upcoming semester. Prior to working with the on-campus dialysis patients/clients, students visit the local dialysis clinic to gain exposure to the procedures and treatments patients/clients undergo, including pre-dialysis, peritoneal dialysis, and hemodialysis. Students also attend a session with a local physical therapist who specializes in educating persons with diabetes on the benefits of exercise.
On Tuesdays, 2 groups work with patients/ clients at the university campus exercise facility while the other 2 groups are off-campus at retirement homes for religious congregations and senior living centers. On Thursdays, the groups switch locations. Faculty members are present at each site and manage the full process. There are 4 core faculty members involved in the ICE. Each faculty member supervises 1 of the 4 groups. There are 7 to 8 ICE I students/peer mentor pairs in each group. The faculty members' job is to serve as the Center Coordinator of Clinical Education by supervising mentoring and supporting each group.
Peer mentors are primarily responsible for the progression of patients/clients, but transfer patient/client management responsibilities incrementally to ICE I students as those students gain skill and confidence. The ICE I students are challenged by their mentors to utilize information and skills they acquire in academic classes and to apply them as they work with patients/clients in a clinical setting. Skills students develop include the following: (1) patient/client interview, including past medical history, primary complaint, social history, medications, and patient/client goals; (2) review of systems, including heart rate, blood pressure, respirations, pulse oximetry, Doppler ultrasound, and integumentary examination; (3) tests and measures, including goniometry, muscle testing, functional tests, gait analysis, and posture and balance assessments; (4) selection of appropriate intervention activities; (5) documentation, including initial examination and progress notes for each session; (6) communication between student providers as they alternate managing the same patients/clients; and (7) professional behaviors as outlined in the Generic Abilities. 49 At the end of the semester, the ICE I students complete a service-learning paper focusing on the care provided to patients/ clients this semester and reflecting on the impact on the community. The ICE I students are assessed by their second-year mock CI using the APTA CPI. 33 The ICE I students assess their mock CIs using the Physical Therapist Student Evaluation: Clinical Experience and Clinical Instruction tool available through APTA. 50 Although the ICE is a parttime clinical experience, first-year students are exposed to both of these tools prior to their first, full-time 8-week clinical internship and their mentors learn how to provide constructive criticism with this formalized evaluation tool.
Integrated Clinical Experience II (ICE II).
Integrated Clinical Experience II is offered during the fall semester of the second year, after students have had 1 full-time, 8-week clinical experience. In ICE II, students work independently, providing 1-on-1 intervention for patients/clients. This practice coincides with classroom instruction on examination and intervention skills in the musculoskeletal and neuromuscular physical therapy as well as pathophysiology courses. During the same semester, students enroll in a course that offers training in educating patients/clients, students, and community members, and in consulting with professional colleagues. Students are expected to apply these newly learned classroom skills along with the skills acquired in ICE I in the clinical setting. During this semester, the faculty serve as CIs, complete skill assessments, and provide summative feedback to students using the APTA CPI. Students complete lab activities from didactic courses with patients/clients.
Integrated Clinical Experience III (ICE III).
Integrated Clinical Experience III takes place in the spring semester of the second year, immediately following students' second fulltime clinical experience, which is 4 weeks in length. This ICE III experience provides second-year DPT students with the opportunity to mentor first-year DPT students in ICE I. Second-year students are able to actively apply the knowledge they have gained in the education and consulting course as they serve as mock CIs for first-year students. This helps the program fulfill The Commission on Accreditation in Physical Therapy Education (CAPTE) Criteria CC-5.15 "Participate in Clinical Education of Students. " 1 During this semester, students complete a second servicelearning paper that focuses on the entire 3-semester sequence.
Resources Needed
To be able to implement this type of ICE model, programs need to consider several factors regarding resources. First, faculty must support the idea of an ICE model. Ideally, core faculty members supervise students during the ICE to determine if there is adequate carryover of skills and behaviors from the classroom to the clinical setting. Regarding curriculum, there needs to be an ability to provide for blocks of time for students to participate in this meaningful experience. There are multiple reasons to have the ICE be a for-credit course. First, students are graded, which allows faculty to evaluate clinical performance throughout the didactic curriculum. Second, each faculty member receives 1-credit hour workload per course for the rigor involved in securing patients/clients, establishing affiliation agreements for each location, and supervising and grading students.
Space and equipment needs can be met in 1 of 2 ways: (1) the program can provide space and equipment so the ICE is completed on-campus, or (2) contracts with local facilities can be established so that the ICE can be completed in a community setting. Equipment can be provided either by the site or by the program. Space and equipment needs will vary depending on the number of students and patients/clients participating in the ICE. The affiliation agreements used in the ICE model are similar to the affiliation agreements used for external clinical education sites. By establishing affiliation agreements, liability insurance is automatically provided. There are a total of 7 affiliation agreements to allow for variety of patient/clients throughout the 3-semester sequence. To help with judicious use of space and equipment, students in the ICE see patients/clients on campus once weekly and at off-site locations once weekly.
Community support is also necessary so that a source of referrals is intact. For the ICE, referrals are made from physicians, physical therapists, and nursing or wellness coordinators for off-site locations, and patients/clients within the community also can self-refer. Off-site locations are rotated each semester to retain the largest possible pool of potential participants. Financial considerations include compensation of the faculty as factored in by workload, liability insurance, and equipment needs.
Evaluation
As previously stated, the CPI is used as an assessment method in ICE I and II. This instrument is valid and reliable. 33 All students complete APTA CPI training through APTA prior to the first ICE. Due to the part-time nature of this experience, specific APTA CPI benchmarks have not been set. Our goal is that students gain experience with using the APTA CPI and receive constructive feedback regarding their performance. The APTA CPI is used as a formative assessment and students gain familiarity of the tool through the training and use by self-assessing on ICE I and ICE II and completing peer assessment in ICE III. To be successful in these courses, students must maintain or make progress in each criteria of the APTA CPI and have no significant concerns. All students (100%) have met this outcome. Generally, ICE I students score in the range of Beginning Performance and ICE II score between Advanced Beginner Performance and Intermediate Performance. In ICE III, the focus is on serving as a mock CI. As such, mentors are evaluated using the Physical Therapist Student Evaluation: Clinical Experience and Clinical Instruction. Students are expected to show progress on the Generic Abilities and attend all sessions, including the end of semester debriefing. The service learning and pro bono components are addressed and reviewed through a reflective paper described in ICE I and ICE III. If any of these criteria are not met, grade deductions or course failure could occur. In order to assess the course, a group debriefing is conducted for survey feedback.
OUTCOMES
Each semester, the ICE is assessed through a group-debriefing process. Students and faculty meet as a large group during the last scheduled ICE session. Students are asked to generate responses to topics. These topics include: (1) ICE strengths and challenges, (2) individual task strengths and challenges, (3) suggested course/curriculum changes, (4) benefits/challenges in working with wellness/previous patients/clients, and (5) what was learned in the pro bono experience. In the spring, students participate in a peermentoring component within the ICE. Mentors and mentees are both asked about their experience with the mentoring construct. Once students respond orally to the topic, the Academic Coordinator of Clinical Education clarifies the intent of the student statement and then asks cohorts to indicate their agreement with the statement via a simple survey count. The comments and number of students who agree with each statement can be found in the Table. The data presented is from the spring 2010 cohorts. These data were chosen from these cohorts in this timeframe because it matches the current form of the ICE model. Since first implementing this ICE model 10 years ago, significant changes have been made as it evolved based on the end-of-semester debriefings.
DISCUSSION AND CONCLUSION
Integrated clinical experience courses have been in place at Clarke University since 2001 and have been regularly assessed and modified. This paper has described implementation and evaluation of 1 method of an ICE model. Core faculty members have found the ICE model beneficial in a number of areas. The ICE model promotes early exposure to patients/clients while also promoting health and wellness in the community. Faculty members are able to observe hands-on skills and students' ability to critically think prior to full-time clinical internships and intervene if needed before a student goes to an external internship. Faculty members view the ICE as an opportunity to ensure that skills taught in the classroom are carried over into the clinical setting and gain feedback on didactic course outcomes. Students have shown growth over the course of each semester and across the sequence as demonstrated by progression on the APTA CPI and the Generic Abilities. The examination of ICE outcomes has helped shape other aspects of the curriculum by providing faculty timely feedback regarding students' ability to apply psychomotor and affective skills taught in the classroom. Bridging the gap between the classroom and the clinic is important, as multiple studies have cited deficits in integration of knowledge and skills, both affective and psychomotor, between the classroom and the clinic. [12] [13] [14] [15] [16] One of the limitations integrating this ICE model initially was the student to faculty ratio. A solution to this problem was to allow second-year students to peer mentor firstyear students.
The ICE model provides benefits from a student perspective as well. Students are able to apply newly learned skills in a familiar setting on authentic patients/clients. Specifically, students reported feeling more confident in the application of course material, teaching patients/clients, communicating with patients/clients, documenting, and improving clinical problem-solving skills. Benefits identified by students echo those of another research study that suggested an ICE model would accommodate students' practicing psychomotor and affective skills prior to the first internship. 6 During assessment of this ICE model, students reported feeling prepared for full-time internships. Specifically, students had exposure to using the APTA CPI prior to their internships and were able to spend time practicing skills and behaviors they would need for their full-time internships. Mentors were exposed to challenges similar to those of CIs, such as letting the novice take the lead with a patient, giving constructive feedback through use of the APTA CPI, and reinforcing their own knowledge base when taking on the role of instructor. The entire 2010 cohort of mentors found the opportunity to practice being a CI beneficial. Novices indicated that having a peer mentor was less intimidating in their first clinical experience and found peer feedback helpful. The novice students enjoyed the independence of managing a patient, while being comforted that the mentor was available if needed. This reiterates the work of several groups 13, [34] [35] [36] who found peer mentoring a positive component of education in the health sciences. Moreover, the peer-mentoring aspect can be linked to CAPTE criteria CC 5.13 "Participates in peer assessment activities" and CC-5.15 "Participates in the clinical education of students. " 1 The ICE is a pro bono, service-learning course that focuses on wellness. Students felt that they made a difference in their patients'/ clients' lives and patients/clients were appreciative of their work. Students also had the opportunity to educate their patients/clients on many facets of physical therapy. These positive comments regarding real-life application of skills, peer mentoring, and making a difference in others lives are consistent with other articles related to service learning. 8, 39, 40 Challenges that physical therapist students were exposed to included psychosocial issues related to their patients/clients, time allocation issues when working with multiple patients/clients, and concern about whether they were providing the best possible care to their patients/clients. Some patients/clients did not attend consistently, and students felt that providing such patients/clients with a hard copy of the ICE schedule might help remedy this challenge.
Students identified challenges encountered in the ICE model. Patient/client attendance was the most commonly identified challenge. When patients/clients did not attend appointments, students would join other pairs to observe other patients/clients. Another challenge identified was determining if the patients/clients provided accurate histories, which was especially problematic at some of the residential facilities where many of the patients/clients had dementia as a co-morbidity. Another challenge students identified in the debriefing was the lack of financial/billing exposure. Based on this feedback, starting in the fall 2011 semester, a mock billing component was implemented into the ICE model.
Faculty members believe that the aforementioned ICE challenges are related to essential physical therapist skills. Encountering these challenges through the ICE model allows students to develop solutions in a comfortable setting so that they are better prepared for their external clinical internships. Certain challenges arose that students had no control over (eg, patient/client attendance), but in response to other challenges, students were able to practice skills on multiple occasions and improve on these skills throughout the semester (group activities, progression/regression of therapy session based on the current status of the patient/ client, documentation, creativity of interventions with limited equipment).
Limitations of this method/model presentation include that only 1 method of evaluation, a group debriefing, was used for the course sequence. Students may have been influenced by their peers when participating in the debriefing process. Different comments may have surfaced with anonymous, openended surveys.
Future research should examine performance of students in ICE models and on internships following participation in an ICE model. A more comprehensive evaluation of an ICE model is warranted. A survey to graduates could examine the impact of the Spring 2010 (ICE I, N = 30; ICE III, N = 31 ICE model in their careers by asking if they were more apt to become a CI and if they were more likely to provide pro bono care based on their experience in the ICE courses. A comparison of student performance with and without an ICE model would be beneficial; however, consideration to differences in didactic curricula would need to be considered. Programs that choose to implement an ICE model should consider assessing student growth in the APTA CPI pre-ICE and post-ICE. Other topics of future study could include examining the impact of peer mentoring, service learning, and pro bono experiences, during physical therapist education programs.
Integrated clinical experience advances entry-level physical therapist student clinical exposure, provides students the opportunity to advocate health and wellness in a pro bono, service-learning setting, and promotes 1-on-1 patient/client care. Based upon the student and faculty experiences implementing and assessing the ICE model within Clarke University's physical therapist program, the authors encourage other education programs to consider developing an ICE program within their curricula as a means to provide early exposure to advocacy for patients/clients in a planned experience. This allows for early practice, development, and assessment of affective, psychomotor, and cognitive skills in a supervised setting to prepare for external clinical education experiences and future clinical practice. However, each program must carefully analyze the resources involved to provide this type of instruction, and further work is needed to examine innovative models that promote early patient care exposure that prepares students for external internships and clinical practice.
